MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —-62-0494532 °

DEPARTMENT OF PUBLIC HEALTH AND WELFARHE ? &2 STAT B
E FILE NUMBER
DO NOT WRITE AMENDED Registration District No. / g' Primary Registration District No. A_Q_a_;*__liegi:trar': No. eee-1 34
ON THIS STUB LJ h+ _
1. PLACE OF DEATH i 2. USUAL RESIDENCE (Where daceased lived. If inatitution; Residence before
VS 300 o a county  Jackson a STATE M4 seourd > OUNTY Jackson admiasion)
w
Rev. 4/59 % b. C(I)TY (If outside corporate limits, give TOWNSHIP only) Length of stay in lb €. COILY Inside Limits
w
g TOWN 3o e o (4 10 Yra. OWN  Kansas City Yes B No O
1 :E [ LUL;.PNTATEO%)F {If NOT in hosfital, give lecatian} tnside Limits d. :EJREEETSS (It cutside, give locetion) Reside on Farm
——] QSPITA DR
= N Y
2 ” 39 . g INSTITUTION ol E I cod yes K1 No G 2}, Fast Linwood es 1 No Qi
3 ) 3. l_’rlAME OF _DECEASED First Middle Last 4, DATE Month Year
(Type o print) " Plaut oorm December 3131’. 1962
4 @ 5. SEX 6. COLOR OR RACE 7. Marriad Never Marrisd [] [B. DATE OF BIRTH | 9- AGE {last birthday) | IF UNhDER IDYEAR :.f UNDER 24 HR
= : Widowed Divorced [ Months ays ours | Min.
s =z Male White Approx.82
10s. USUAL OCCUFATImz Fnd of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state ar country) | 12. CITIZEN OF WHAT COUNTRY
& % most_of even if retired)
= Re¥ired ¥estavrant Food & Drink Germany FeSede
7 'L 9 13a. FATHER' 5 NAME 13b, MOTHER'S MAIDEN NAME 14, NAME OF RUSBAND OR WIFE
-—
o Joseph Plaut Berthg ——em—oe—eem—me_u Johanna FPlaut
8 .?. o 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address Kansas
< (Yes, nan?r unknown}] (If yes, give war or dates of service
200w I —————————— R.Plaut,5601 W.827th Overland Pork
] = 18. CAUSE OF DEATH (Enter only one cause per line fo v . INTERVAL BETWEE
10 < E PART |. DEATH WAS CAUSED ONSET AND DEATH
o 5 S mmEDIATE cause o) L OS8ible Cardiac Arrest
o
_ 5|2 g
1 o [ a] Cenditions, if any, pue 10 4 Adams Stokes Syndrome
02— a w5 which gave rise to
= 2 sbove cause (a),
13 EE = stating the under-
lying cause Jasi. DUE 70 () [
% 4 PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 111, If deceasad a8 female was
g diseasa condition given in PART | (a) there a pragnancy in last 90 days.
; § ]_Ci Yes LD No l O Unknown
g E 19. WAS AUTOPSY | 20a. ACCBEN]’ SUICL_I]DE HOME1ICIDE 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18,
PERFORMED!
2 v} YES[J NO
z "'2" g 20x. J;JTSRQF ?:‘.: Month, Day, Year
I g m,
-4 g tén p.m.
Z o : 20d. INJURY OCCURRED Z0e. PLAGE OF INJURY (6., in or about home, | 20. CITY, TOWN, OR LOCATION COUNTY STATE
o ’ WHILE AT WORK [0 farm, factary, sireet, office bldg., ete.)
= NOT WHILE AT WORK [
U o o o] .- w
S0E | $ @ | 213 anended the decensed fram_OCLOD ,1o_December 13,1962 tat saw [ aive on Decomber 11th,1962
@ ; oy 2 Death occurred at. 9330Pm m on the date stated above, and to the best of my knowledge, from the causes stated.
i = p. -
g E 8 8 EI'-_; 22b ADDRESS SIGNED
> | 1& = v | 1 e & e &, 7
- < 3a. BURIAL, CREMATfION 235 DATE ¥ Zac. NANE OF CEMETERY OR caEMATORv 23d. LOCATION (Clty, 1o o u ) Stath}
0O o RENJOVAL {Speci ——
z = emova 1/2/1963 Riverside
= < 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 24. REG AR'S SIGNATURE
L >
= S JeP.Louls Funeral Home,K.C,Mo. /--7-—63 A»L%

{Licensed Embalmer’s Statement on Reverse Side)




-

STATEMENT BY . LICENSED EMBALMER

. | hereby certify that ‘the body whose' name: is recorded.on the reverse side of this certificate was embalmed by me,

or by

nt Embalmer No.
/ 9
working under my personal supervision.
Signed

Student
Licensed Embalmer No. j 7&5:

- : : _ P.O. Address___] . J

(L

Signature of Student Embalmer

‘.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure "'to comply
with the, above.consmutes grounds. for revocation of license). B

If embalmed by a STUDENT ‘he alse shall sign in his OWN" handwriting.
.- If-this body is not embaimed, fact should be so stated above.

L) L




